On a basis of history, clinical examination, and the electrocardiogram it was possible to identify groups of patients with acute myocardial infarction with good and bad prognoses as regards hospital survival. Individual adverse factors were age, previous history of ischaemic heart disease, anterior infarction, persistent sinus tachycardia, pulmonary crepitations, hypotension, and raised venous pressure. Multivariate analysis showed four factors remaining significant-age, tachycardia, hypotension, and pulmonary crepitations. As a result of treatment of cardiac arrest, hospital mortality, which would otherwise have been 20 per cent, was 17per cent. Preceding unstable angina did not worsen the immediate prognosis.
With the opening of a coronary care unit in this district general hospital in 1966, a prospective study was planned of factors affecting survival of male patients with acute myocardial infarction. Patients were admitted to the study during the 3 years 1966 to 1969 and followed up subsequently for periods of up to 71 years.
Patients and methods
Of 872 male patients under 70 years admitted to the unit, 508 had acute myocardial infarction confirmed on a basis of two or more of the following criteria: (1) History of severe central chest pain lasting for more than 2 hours; (2) classical electrocardiographic abnormalities of recent infarction, or ST-T changes and increase in blood AST level; (3) left bundle-branch block and rise in blood AST level. Some patients who died early after admission were included on necropsy evidence only. The remainder had angina (143), other cardiovascular conditions (104), and miscellaneous respiratory, gastrointestinal, or musculoskeletal pains. The clinical features of patients included in the study are shown in Table 1 .
Local general practitioners were approached and invited to seek admission directly to the unit of all patients suspected of having sustained a recent infarct. Doctors and nurses working in the unit used an agreed therapeutic schedule. Patient data were Received for publication 13 April 1977 recorded on specially designed proformata. Patients were treated in the unit for periods of 2 to 10 days (average 4). The estimated interval between the onset of infarction and admission to the unit was under 6 hours in 56 per cent, 6 to 24 hours in 28 per cent, and over 24 hours in 16 per cent. The mean time was 4 hours. Serial data recorded included heart rate, blood pressure, fluid balance, occurrence of arrhythmias, clinical observations of venous pressure, pulmonary crepitations, ausculatory findings in the heart, and complications.
Results
(1) DEATHS IN HOSPITAL Sixty-four patients (12.6%) died in the coronary care unit and a further 24 (4.7%) during the remainder of their hospital stay. Total hospital deaths were therefore 88 or 17 per cent of patients admitted. Mortality was significantly related to several factors determined at the time of admission (Table 1) . Age 60 or over, a low systolic blood pressure or sinus tachycardia maintained over 4 hours, increased venous pressure, and pulmonary crepitations were all associated with a higher mortality rate. A previous history of ischaemic heart disease also indicated a poorer hospital prognosis especially if the patient had had a previous infarct but gave no history of angina. The fact that heavy smokers had a significantly lower hospital mortality may be partly explained by the tendency for heavy smokers to be younger (69% aged under 60, versus 52% of the other patients).
A multivariate analysis, using linear logistic regression (Cox, 1970) , was carried out in order to assess simultaneously the prognostic value of all these factors. This analysis shows that only 4 factors then have statistically significant regression coefficients; these are high pulse rate (P < 0 001), low blood pressure (P < 0 01), pulmonary crepitations (P < 0.02), and age over 60 (P < 0 01). It is of interest to note that the initial clinical assessment by the attending physician at the time of admission was a very reliable prognostic indicator with only 4 per cent of patients with 'good prognosis' dying in hospital compared with 67 per cent of those with 'poor prognosis'.
Premonitory symptoms Unstable angina in the period 2 months to 1 day preceding infarction was reported by 37 per cent. This group of patients had hypotension significantly less commonly after infarction (46% versus 57%; P < 005) and more often gave a family history of ischaemic heart disease (37% versus 26%; P < 0.05). They did not have a significantly higher mortality (Table 1; Fulton et al., 1972) .
Anterior myocardial infarction Patients with anterior infarction had a higher mortality than those with inferior infarction (Table 2 ). Anterior infarction was significantly associated with sinus tachycardia (46% versus 33%; P < 0{005) and presence of a third or fourth Prognosis of patients with acute myocardial infarction heart sound (38% versus 25%; P<005) while inferior infarcts were associated with venous pressure increase (45% versus 34%; P < 0 05).
Transmural infarction Presence of pathological Q waves was associated with sinus tachycardia (46% versus 30%; P < 01005) and arrhythmias (42% versus 28%; P < 0005). It was commoner in inferior than in anterior infarcts (50% versus 39%; P<0.1). There was a marginally significant difference, however, as regards survival in hospital, compared with patients with intramural infarction (Table 2) .
(
2) COURSE IN HOSPITAL
The frequency of various clinical observations in patients in the coronary care unit is shown in Table 3 .
Arrhythmias Arrhythmias (excluding asystole) requiring treatment according to defined criteria occurred in 39 per cent of cases. The order of frequency was persistent ventricular extrasystoles, ventricular fibrillation, atrial fibrillation or flutter, atrioventricular block, sinus bradycardia, atrial tachycardia, and ventricular tachycardia. Arrhythmias were significantly commoner in patients with a previous infarct (50%o versus 36%; P<01005) and in patients Frank et al. (1973) , and Norris et al. (1973) , while Kannel and Feinleib (1972) and Chapman (1972) 
